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Message to the Sich 
His Holiness Pope Pius Xl 


HEN last September, in response to the inspirations of grace, 

We proclaimed the celebration of the Marian Year, and shortly 

after, on the feast of the Immaculate Conception, We Ourselves 
wished to inaugurate it in a solemn way from the brilliant Liberian 
Basilica, by going there to lay Our petitions at the feet of her who is the 
“Salvation of the Roman people” and of all peoples, even then We were 
thinking of you, beloved sons and daughters who are ill, you who can 
lay special claim to be among those closest to Our heart and soul. 


The Mother of God, indeed, bends over you with loving tenderness, 
eager to dry the tears of the afflicted who run to her maternal breast as 
to a secure haven in the tempests. So also the Vicar of Christ relies 
upon you, the precious jewels of the Church of God and her powerful 
source of spiritual energy, for the realization in this holy year of the 
many and sorely needed blessings envisaged in our Encyclical ““Fulgens _ 
Corona” for the well-being of humanity and of the Church herself. 

This lively hope moves Us to address you today, with the intention 
of gathering all of you under the loving protection of our common 
Mother, Mary Immaculate, of surrounding you with Our charity and 
that of all the faithful who are praying for you, and of reminding you 
of the mission to which Divine Providence has destined you in your 
sickness. 


Thanks to modern technology We are able to speak directly to many 
who are ill and We hope that We shall be able to reach in other ways 
those who cannot hear Our voice. Certainly We would wish to have 
the omnipresence of God: We would wish to draw near to each one of 
you, beloved sons and daughters, languishing in hospitals large and 
small, in sanatoriums, clinics, rest-homes, prisons, barracks, under the 
desolate roofs of the poorest, or in rooms set apart in your homes. Little 
children with pale faces like flowers which grew without the warmth of 
the sun; young people whose rare smile expresses strength of soul rather 
than the fresh bloom of youth; middle-aged people, cruelly taken away 
from their usual active lives; the aged, to whose natural weariness sick- 
ness has added discomfort and suffering. 
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We have always begged Jesus to make Our heart in some way like 
His: a good heart, a meek heart, a heart open to all sufferings, to all 
pains. But how greatly would We wish to have some reflection of the 
omnipotence that is His!) How We would desire to pass in the midst of 
you, drying tears, bringing comfort, healing wounds, giving back again 
strength and health! 

We must content Ourselves with being in the midst of you in spirit. 
We linger beside infants as a mother would, beside parents trembling 
at the thought of having, perhaps, to leave their children orphans. And 
to each one We give Our blessing, praying the all-powerful God, our 
Loving Father, to grant, by means of it, whatever He judges suitable to 
the special plan of providence He has chosen for each one of you. And 
may the Lord grant that when this brief visit with you in spirit is over, 
-each one of you may feel the good effects, spiritual and material, of Our 
affectionate blessing, as well as the comfort of the words We address to 
you with all Our heart. 


(1) Behold, We seem to see there in that hospital ward a young 
man who is suffering and in his suffering is cursing. Once he was strong 
and handsome; he was the pride and joy of his parents, whose hearts 
are now breaking because they fear losing him, wasted away by a 
relentless disease. And the youth feels as if life were slipping away from 
him: farewell to health, farewell to strength, to the surgings of hope, 
farewell to the plans cherished with boyish enthusiasm; farewell to love. 
And the young man rebels: “Why, why? Haven't I too a right to life? 
And can a good God let me suffer so, let me die? What evil have 
I done?”’ 


How many are you, sons and daughters, how many of you have 
contorted your features and raged with anger in your hearts and curses 
on your lips? To you especially would We wish to approach, to place 
Our hand gently on your brow burning with fever. We would wish, in 
all tenderness, to whisper to each of you: soul in anguish, why do you 
rebel? Let fall on this dark mystery of suffering the rays of light which 
come from the cross of Jesus: What evil had He done? Look, over your 
bed, perhaps in the hospital ward, there is a picture of the Madonna. 
What evil had she done? Soul in desolation, because overwhelmed with 
suffering, listen to this: Jesus and His Mother have suffered, certainly 
not through their own fault, but willingly and in complete conformity 
with the divine plan. Have you ever asked yourself why? 

It may be that you have done evil. Think back. Perhaps you have 
offended God many times, in many ways. You know that a serious sin 
merits for the soul eternal damnation; and you instead are still alive 
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under the merciful gaze of God, in the loving arms of Mary. If, then, 
the Lord is now punishing some sin of yours, you should not on that 
account curse and debase yourself; you are not a slave, as it were, 
punished by a cruel master, but a child of God, a Father Who wishes 
not to take revenge, but to correct you. He wants you to say to Him: 
“I have sinned,” in order to pardon you and restore to you the life of 
the soul. 

Even if you had done no wrong, if you were innocent, still you 
should not rebel. As a matter of fact, the idea of punishment does not 
always explain suffering and human woes. Do you remember what is 
written in the Gospel? One day Jesus came upon a man born blind, and 
after His disciples had asked Him whether that man or his parents had 
sinned, He replied: ‘‘Neither has this man sinned, nor his parents, but 
the works of God were to be made manifest in him.’” (John, 9,2-3).. 
Even the misfortunes of the innocent, therefore, are a mysterious mani- 
festation of the divine glory. Lest you be wearied by long reflections, 
look at the Holy and Immaculate Mother: she holds in her lap the 
lifeless body of her Divine Son. Could you possibly imagine that the 
Sorrowful Mother would curse God? That she would ask the reasons 
for such suffering? We would not have been redeemed if that Mother 
had not seen her Son die in torment, and there would not have been for 
us any possibility of salvation. 

For all of you, dear children, who do not yet know how to pronounce 
the ‘So be it’’ of resignation and patience, We invoke God's blessing, 
asking that He send a ray of His light into your souls, and that you may 
cease to contradict with your will His plan, His will, His work, that you 
may become convinced that His Divine Fatherhood is still loving and 
benevolent, even when He judges it necessary to make use of the bitter 
chalice of suffering. 


(2) Yet, it is not always thus, dear children. Not always do souls 
rebel and curse under the weight of pain. There are, thanks to God, 
souls resigned to the divine will, serene, joyous souls; souls even that 
have positively sought out suffering. The story of one in particular We 
heard during the glorious Holy Year when Our children came to Us in 
extraordinary numbers from all parts of the world. 


There was a young woman, twenty years old, of humble origin, to 
whom Our Lord had given great charm as well as innocence. Everyone 
felt her attractiveness, for about her radiated the fragrance of an 
unsullied life. But one day she grew fearful lest she become an occasion 
of sin, and becoming interiorly convinced of this, she went to receive 
Our Lord and in a burst of generosity asked Him to take away all her 
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beauty and even her health. God granted her prayer and accepted her 
offer for the salvation of souls. We know that she is still living, though 
burning and being consumed like a living flame before God's throne of 
justice and love. She does not curse, does not murmur. She does not 
ask God, “Why?” There is always a smile on her lips and within her 
soul she treasures abiding peace and joy. One should ask her why she 
accepts suffering, why she is happy in it, why she looked for sufferings. 
And the same question should be asked of thousands of other souls who 
offer themselves to God in silent holocaust. 

(3) Beloved sons and daughters! If to your eyes, wearied with 
sickness, the whole universe, gloomy and oppressive, is confined within 
the narrow space of a little room, let in the light of faith, and at once it 
regains its limitless dimensions. Faith will certainly not make you love 
suffering for its own sake, but it will give you an insight into the many 
noble reasons for whch sickness can be serenely accepted and even 
desired. 

Here is a man who has many sins to expiate, or at least he has stains 
on his soul: suffering will purify him. Here is a young woman who was 
once good, but did not possess a strong character, so necessary for one 
who has to be a wife and mother: suffering has been for her like a fire 
which has tempered her and given her great strength. You, perhaps, 
have desired martyrdom: you have dreamed that the chance might be 
offered to you also to suffer for Jesus. Thank God for it: your bodily 
affliction is like shedding blood, a real form of martyrdom. And you, do 
you want to be like Jesus? Do you want to transform yourself into Him? 
Do you want to be a channel of life for Him? In sickness you can find 
the cross and be nailed to it and thus die to yourself so that He may 
live and make use of you. How many of you, beloved children, would 
like to help Jesus save souls: Then offer Him your sufferings according 
to all the intentions for which He continually offers Himself on the altars 
of our churches. Your sacrifice, united to the sacrifice of Jesus, will bring 
many sinners back to the Father; many without faith will find the true 
Faith; many weak Christians will receive the strength to live fully the 
teaching and the law of Christ. And on the day on which the mystery 
of Providence in the economy of salvation will be revealed in Heaven, 
you will finally see to what extent the world of the healthy is your debtor. 

And now, beloved sons and daughters, We leave you. We pray to 
Jesus, friend of the suffering, to remain with you, to remain in you. We 
pray to the Immaculate Virgin, your most affectionate Mother. to com- 
fort you with her smile and to protect you beneath her mantle. 

... Radio Message on the “Day of the Sick” 
February 14 in the Marian Year 
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In recent years moralists and Catholic writers have been careful to 
point out and condemn certain practices which are followed in many 
fertility clinics. It is well understood now by Catholic doctors and by 
most Catholic couples that some of the methods of making tests are 
forbidden by the Natural Law. However, we have done little on the 
positive side to give constructive assistance to those childless couples 
who are anxious to have children. 

It is easy to condemn practices, but it is frequently more difficult to 
offer solutions to the problems of people who want to cooperate with 
God's plan for the kingdom of Heaven. We have not yet matched the 
zeal of those who promote the limitation of births among our American 
people. It is with considerable satisfaction, therefore that LINACRE 
QUARTERLY presents the following series of articles by zealous and 
learned Catholic doctors who are contributing to a positive, Catholic, 
and scientific solution of a perplexing problem which has been the cause 
of much unhappiness to many good Catholic people. 


THE EpDITOR 


A Plon For Parenthood 


THE OPERATION OF AN INFERTILITY CLINIC 
IN ONE CATHOLIC HOSPITAL 
General Administration—John J. Carty, M.D. 
The Role of the Gynecologist-—Joseph B. Doyle, M.D. 
The Function of the Internist—Francis W. Drinan, M.D. 
Urological Aspects—Richard E. Stiles, M.D. 
Psychiatric Problems—Philip Quinn, M.D. : 
Some Moral Phases of Infertility Problems— 
John J. Lynch, S.J. 


a aR 
The doctors are members of The Guild of St. Luke of Boston 
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General Administration 
Pal CARTY a NisL): 


T is axiomatic among gynecologists that there is no investigation 
if more rewarding for both patient and physician than that of infer- 

tility problems. In response to a patent need for sterility investiga- 
tion under Catholic auspices, a clinic for that purpose was established 
in 1948 at St. Elizabeth’s Hospital, Boston, Mass. Prior to that time, 
many Catholic patients attended clinics in other hospitals with the 
obvious consequent moral risks. Many other patients had adopted a 
‘laissez-faire’ attitude with regard to their infertility. This was due 
either to reluctance to attend a non-Catholic clinic or to financial inabil- 
ity to seek the help of a private physician. The response to the clinic 
was, therefore, quite gratifying. 


The infertility clinic at St. Elizabeth’s Hospital was established as a 
separate entity. Since the service is located in the Out-Patient Depart- 
ment of the hospital, urological, medical and psychiatric consultants are 
immediately available. Hence, a thorough investigation of both the 
patient and her husband is assured. The proximity of the laboratories 
and roentgenological departments is also of obvious advantage in our 
investigations. The laboratories are accessible not only for routine 
blood counts and urinalysis, but for all blood chemistries, pregnancy 
tests, etc. The facilities in the radiology department for hystero-salping- 
ography are likewise at our disposal, as is also a room in the operating 
suite equipped for the same procedure. 

The routine investigation of each patient with an infertility problem 
is undertaken by the house staff under the close supervision of the 
visiting staff. The clinic meets weekly. At the first visit, a complete 
history is taken. While emphasis is, of course, placed on menstrual, 
marital and endocrinological reviews, the history of previous illnesses or 
operations is also investigated. If there is some doubt as to the diagnosis 
in a previous medical or surgical hospitalization, transcripts of records 
are obtained. We consider this especially valuable where previous 
abdominal surgery has been performed. A complete physical examina- 
tion is then undertaken, with especial attention paid to evidences of 
endocrinopathy or chronic infection. The pelvic examination findings 
are corroborated by the members of the visiting staff present. 


After the examination, a brief outline of the patient’s positive find- 
ings are discussed with her and an outline of our investigation of her 
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problem is explained. The rationale of basal temperature charts in 
relation to ovulation is explained and the charts given to her. We believe 
it is desirable that she understand what the problem is, and what investi- 
gative procedures are to be undertaken. In no investigation is intelligent 
cooperation of the patient more mandatory than in infertility investigation. 


At the first visit the patient is sent to the laboratory for complete 
blood count and urinalysis. If the history warrants, a B.M.R. is also 
done. It is usually after this first visit that an appointment is made with 
the urologist for the patient's husband to be investigated. A copy of the 
findings from the investigation of the husband is affixed to the patient's 
chart. 


At the second visit, as at all visits, the temperature charts are 
reviewed and interpreted for the patient. At a succeeding visit, at the 
approximate time of ovulation, a Huhner’s test is done. 


Next, tubal insufflation is performed utilizing the usual technique. 
Especial care is taken to avoid excessive pressure in the tubes. 


Then, later in the menstrual cycle, or more usually within the first 
twelve hours of the mensis, an endometrial biopsy is done and the tissue 
sent to the pathologist for interpretation. If there is a poor secretory 
response, or poor thermal shift, the endometrial biopsy may be later 
repeated. 


At one of the visits, cervical smears for cytology and Schiller’s test 
are done. These are followed by cervical biopsy if either is suspicious. 
Correction of any cervical or uterine cause of infertility is carried out 
as soon as practicable. A further investigative procedure in cases show- 
ing evidence of tubal obstruction is the hysteriosalpingogram. This is 
done in cases indicated not only for diagnosis but for whatever thera- 
peutic effect may follow. 


Not usually considered in the routine investigation and therapy of 
infertility, but often the dominant measures, are those directed toward 
the correction of any gynecological pathology. Brief mention of the 
most commonly encountered lesions in our clinic should suffice. Cervical 
erosions and obstructions are corrected as indicated. The obstructions 
often require dilatation and curettage under anesthesia. Occasionally 
leiomyomata of the uterus are encountered in such a position as to make 
them a factor in the sterility problem. 


Patients requiring surgical correction of any gynecologic cause, are 
selected very carefully. In tubal obstruction, causes for salpingoplasty 


have to be selected with especial care since the results by no means can 
be guaranteed. 
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Since one unfavorable aspect of infertility investigation has always 
been the expense to the patient, the cost of investigation must be reason- 
able. Each clinic visit costs $1.50. CBS is $1.00; urinalysis, 25c; tubal 
insufflation, $3.00; endometrial biopsy, $1.25; hysterosalpingogram, 
$10.00. 

For all other out-patient procedures, no charge is made except that 
for the clinic visit. 

We feel that an infertility clinic is a most valuable adjunct to any 
Catholic hospital. In the first place, it obviates in large measure the 
common financial difficulty, by providing at relatively low cost all the 
services necessary for thorough investigation of this type of problem. In 
addition, and of even greater importance, it provides Catholic patients 
with the assurance that their fertility difficulties will be diagnosed and, 
if possible, remedied in strict accordance with the principles of sound 
morality. Thus are eliminated the two hazards most frequently envi- 
sioned by those Catholics who feel inclined to seek medical advice for 
the correction of infertility factors. 

Since as Catholic doctors we are most eager to provide complete 
medical service, always in keeping with established norms of morality, 
it would seem no less than our medical and religious duty to take an 
active role in the establishment and continued function of infertility 
clinics in our Catholic hospitals. 
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The Role of the Gynecologist 


JosepH B. Doyte, M.D. 


Director of Infertility Clinic, St. Elizabeth's Hospital 
Boston, Mass. 


NE of the most poignant problems of modern marriage is invol- 
() untary childlessness. One out of every six couples will not be 
blessed with parenthood unless they avail themselves of the 
remarkable advances in recent years in the science of human reproduc- 
tive physiology. 
God does not necessarily will permanent childlessness for any couple. 
In His ordinary providence He usually helps those who help themselves. 
Yet many of these heartsick young people, either through ignorance, 
inertia or false modesty, are reluctant to seek relief. Youth is the talis- 
man of fertility. Late marriage and delay in seeking fertility studies have 
resulted in a tragic loss of precious years of opportunity for many of our 
people. It has been estimated that there are three million childless 
couples in the United States. If they would persevere with medical 
planning for parenthood, five hundred thousand of these couples would 
find their heart's desire. 


Due to an age old prejudice, it is usually the wife who seeks relief 
from the “‘curse of barrenness.” Marriage infertility, however, is a 
mutual family problem. At the very first interview both partners should 
be seen together, and it must be emphasized that often both partners 
may be at fault. Most infertility is relative. In almost fifty per cent of 
the cases the husband is in some measure at fault. At the time of the 
first interview, this cardinal fact must be stressed—no one is to blame. 


Male pride which often confuses infertility with impotence prevents. 
many couples from even beginning fertility study. Understandably, 
many Catholic husbands resent requests for semen samples, when the 
request in non-Catholic clinics involves the use of masturbation or coitus 
interruptus-methods which are contrary to the natural law. This is 
perhaps one of the major reasons why every Catholic hospital should 
have its own fertility clinic. Since 1948 there has been available to 
husbands a method of semen sampling which reputable Catholic theolo- 
gians agree is entirely consonant with moral law and the teaching of the 
Church. The cervical spoon, a small plastic spoon, is inserted into the 
vagina beneath the cervix to act as a plastic lining for the vagina and an 
open receptacle for the seminal pool. It is removed thirty minutes after 
coitus, allowing ample time for much of the sperm to have passed natu- 
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rally to the cervix and its contents deposited in a small jar for transport 
to the laboratory for study. 

The study of fertility is a relatively new specialty. (The First World 
Congress for the Study of Fertility was held in New York in May 1953.) 
The purpose of this symposium is to present the simple standard pro- 
cedures which constitute modern infertility studies. The general prac- 
titioner or the isolated gynecologist can conduct fertility studies. But 
there is no denying that the team work of the urologist, internist and 
psychiatrist working together with the gynecologist offers more produc- 
tive opportunity for effective results. 

It is an extravagant hope which expects a solution for the problem of 
marital infertility after one or two visits. The first and most important 
procedure is a careful complete history and physical examination of both 
partners with special attention to past history of mumps, appendicitis or 
venereal disease. Complete blood studies including the RH test, as well 
as complete urine studies should then be done. The basal metabolic rate 
of each partner should be determined. Sub-clinical hypothyroid states 
often underlie relative infertility. 

The functional tests of human infertility can best be planned if one 
keeps in mind what is the precise biologic problem. It is this. There is 
a period in each month when the mature Graafian follicle will expel its 
liquor folliculi and float the egg down the side of the pelvis where if 
tubal motility and patency are unimpaired one of the tubes will siphon it 
up and propel it toward the uterus. If coitus has been timely, sperms 
will have ascended through the mucus cascade, which exudes from the 
cervix at this time even though third degree retroversion of the uterus is 
present. A few sperms will have reached the distal end of the tubes, 
where one of their number will penetrate the ovum. If the endometrium 
has been properly prepared in response to ovarian hormones after a 
three day journey through the tubes the conceptus will nidate and 
develop. 

It is obvious that since we cannot know whether the ovum escapes 
nor in a given instance how it makes its way into the tubes, any data 
that help to determine even approximately the time of follicle rupture is 
of cardinal importance. We have presented evidence that the ovarian 
cortex is the first hazard to the escape of the ovum, there being several 
hours of intrafollicular and perifollicular hemorrhage before the follicle 
exudes a small amount of liquor. We have observed by culdotomy that 
the tubes may grasp the ovary but not necessarily precisely over the 
follicle itself and that in the majority of instances the egg is apparently 
aspirated from the sides of the pelvis or the cul-de-sac. We have corre- 
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lated the relationship of actual rupture of the follicle with the basal 
thermal shift. In the three cases in which actual eruption of the follicle 
was observed, it occurred at the lowest temperature of the month in two 
cases, and on the day following the rise in the third case. A study of six 
recent corpora lutea, however, revealed that ovulation may have pre- 
ceded the lowest temperature of the month by forty-eight hours. Since 
Barton and Weisner in their large series of pregnancies achieved by 
artificial insemination obtained no pregnancies beyond forty-eight hours 
subsequent to the thermal shift, we may conclude that the thermal shift, 
while a useful indication of the ovulatory phase of the cycle, is not neces- 
sarily an actual indication of rupture of the follicle itself. Hence, the 
basal morning temperature shift is the best concurrent index of the 
ovulatory phase of the cycle. The recent work of Buxton in dating 
recent corpora lutea similarly indicates that there is a period of approxi- 
mately five days—two days before and the day of the shift and two 
days subsequent to the shift—which more likely constitutes a span of 
fertility phase. We have ourselves observed good temperature shifts in 
patients whose ovarian biopsy specimens revealed pseudoluteinization of 
the follicle. Since fertilization may occur forty-eight hours after coitus 
because of the known survival of sperm in the tubes for this length of 
time, it is obvious that the determination of actual ‘‘conception time” 
will always be an elusive thing. It is our considered opinion that it is 
unwise to have patients timing coitus only on the day of the thermal 
shift. Much less psychic tension will be aroused if patients are simply 
given a four to five day optimum fertility phase and told to exercise their 
marital right during that period as frequently as they desire. It has been 
shown that too intensive anxiety can actually precipitate utero-tubal 
spasm which may either prevent conception or lead to tubal pregnancy. 


Having determined as far as possible what constitutes the optimum 
fertility phase by observing basal temperature charts we now plan to 
evaluate the problem of sperm deposition and migration into the cervix 
since the cervix mucus is much more profuse, watery and penetrable at 
the preovulatory phase. The study of this phase of the problem has been 
called the “Sims-Huhner” or post-coital cervical mucus test. It is our 
practice to assay sperm migration by counting the number of sperm per 
high power field and grading them one to four according to their 
motility. In this fashion a quantitative as well as a qualitative record 
which can be compared from month to month will give us a time of 
optimum sperm penetration of the cervix. Cohen has shown that at 
ovulation time the sperm routinely survives for twenty-four to seventy- 
two hours within the cervical mucus. While this test is essentially a 
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“straggler’ test, nevertheless, it gives us a rough index of the invading 
forces of sperms that have passed over the bridge of the cervical mucus. 
If normal coitus at the ovulatory phase results in the observation of only 
three to five sperm within the cervical mucus, it is our practice to elimi- 
nate the possibility of sperm deposition defects by having the patient 
use the cervical spoon, which elevates the protected seminal pool to 
intimate contact with the cervical mucus and permits mass migration 
with minimal death of the sperms due to the acidity of the vagina. If the 
cervical mucus resists the sperm even under these circumstances, it is 
our practice to give small doses of estrogen (0.1 mg. diethylstilbestrol ) 
for one or two months at the preovulatory phase, which will occasion- 
ally improve the quality and quantity of the mucus. If there is any 
evidence of infection we give preovulatory antibiotics. Our preference 
is terramycin in two gram doses daily for four days in the preovulatory 
phase. We have seen a number of patients achieve improved sperm 
counts within the cervical mucus as well as pregnancies after each of 
these types of treatment, particularly after terramycin. 


But penetration of the cervix by sperm will not achieve pregnancy 
unless tubal patency at both uterine and fimbrial ends can be established. 
Sturgis has shown that even sperm invasion of the tube depends upon 
adequate motility of the tubes. Freedom of motility of the tubes is quite 
as important as their patency if the ovum is to be aspirated from the 
pelvis. Accordingly, the mere passage of air or carbon dioxide through 
the tubes does not suffice. Rubin has shown that kymographic tracings 
of tubal pressure variations will reveal evidence of spasm which may 
mimic occlusion. We prefer the Kidde apparatus which delivers only 
100 ce. of COz through a cervical cannula under controlled pressure up 
to 200 mg. of mercury. Hence abdominal discomfort can be reduced to 
aminimum, Insufflations of air by old manual pressure methods resulted 
in considerable distress. Moreover, the method itself was not infre- 
quently producing tubal spasm. 

Stallworthy of Oxford has shown in a study of a thousand cases by 
fluroscopy and the passage of an alcoholic radio-opaque medium that 
tubal occlusion was apparent in twenty per cent, but was acutal in only 
thirteen per cent. This type of utero-tubal spasm can be relieved by 
transecting the utero-tubal nerve supply (Frankenhauser’s plexus) 
which lies in, around and between the uterosacral ligaments across the 
top of the vagina. 

There remains the nidation problem to be studied. Where this defect 
is suspected (e.g. in patients having late or profuse periods or who 
exhibit the problem of repeat abortion with a normal appearing fetus) 


AA - THE LINACRE QUARTERLY 


ee 


endometrial biopsies should be done, preferably on day one of the cycle. 
A prettier microscopic picture will be obtained in the premenstrual 
phase, but unless the patient has been instructed not to attempt preg- 
nancy that month it is best to wait until the first day of the cycle to 
avoid interruption of a pregnancy. The endometrium offers an end 
organ picture of the response of the tissues to both the pituitary and 
ovarian hormones, and is simpler and less expensive than extensive 
hormone assays. The microscopic picture can be improved by the use of 
estrogen and progesterone. We prefer 0.1 mg. stilbestrol daily through- 
out the cycle. When these agents fail, we must suspect failure of deliv- 
ery of these hormones to the endometrium. 


Since the excellent work of the Smiths with stilbestrol in the preven- 
tion of repeat abortion has been seriously challenged by Davis and 
Dieckmann’s recent large series, we feel that there is a place for a more 
physiologic approach. We have proposed the maximal delivery and 
utilization of the patient’s own hormones by the surgical elimination of 
autonomic imbalance and vaso-spasm. A more stable blood flow will 
deliver more hormones to the tissues. We feel, however, that the pro- 
cedure should be reserved for patients who abort normal fetuses and 
have evidence of autonomic imbalance by kymographic demonstration of 
utero-tubal pressures of high degree. To utilize the endogenous hor- 
mones of the patient in maximal amount by eliminating vasospasm and 
improving endometrial circulation we suggest the simple procedure of 
paracervical uterine denervation, which can be done either per vaginam 
or at laparotomy. A series of seventeen patients who had this type of 
denervation while under fertility studies conceived fourteen times and 
delivered thirteen live children during a two year study. (Jour. Fertility 
& Sterility, Mar. 1954) 

These are the simple standard procedures which constitute the study 
of the female partner. If we will only till the barren ground, it will be 
easier for the Author of life to plant the seed. 
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The Function of the Internist 
Francis W. Drinan, M.D. 
ike function of the medical staff in the operation of an Infertility 


Clinic is primarily to evaluate patients in order to exclude all 

systemic disorders that may have a bearing on fertility. At times, 
a relatively simple examination may reveal abnormalities that are signifi- 
cant, but equally as likely is that exhaustive studies will fail to supply 
any explanation of infertility. 

The causes and factors are many and varied. The internist’s interest 
will be directed towards extra pelvic disorders of an organic nature. In 
general, the search entails an evaluation of the general state of health, 
endocrine systems, toxic or traumatic factors and metabolic disorders. 


The relationship between general health and ovarian and testicular 
function has not been clearly defined, and is a source of considerable 
physiological speculation. General debility, malnutrition, hypoprotein- 
emia are well known factors that are associated with hypofunction of 
sexual organs. The mechanism of the hypofunction is not clearly under- 
stood, but most likely involves several factors, as cellular and enzyme 
activity, primarily hyaluronidase and glucuronidase and hormonal pro- 
duction. No medical disease, excluding endocrine disorders, is inevitably 
associated with infertility. However, spreading tuberculosis, especially 
involving the Fallopian tubes, and decompensated liver disease are 
examples of conditions in which conception is unlikely. 

Endocrine dysfunctions make up the most likely medical reason for 
sterility. Several conditions that are almost invariably associated with 
decreased ovarian or testicular activity below the functioning threshold 
are: Froehlich syndrome, eunuchoidism, Simmond’s disease, arrheno- 
blastoma, masculinovoblastoma, Stein-Levinthal syndrome and struma 
ovarii. These situations are usually suspected and diagnosed after 
appropriate studies. There is a vast field of glandular disorders that 
may be significant in sexual gland function. Correction of thyroid defi- 
ciency commonly results in a return to normal of either the general state 
of health or hormonal balance requisite for pregnancy. In many cases, 
administration of thyroid to euthyroid patients has been followed by 
pregnancy in a couple that may have been barren for many years. Hypo- 
adrenalism is not per se sufficient to depress the factors necessary for 
conception. However, Addison’s disease is rarely seen in pregnancy. 
Cessation of cortisone therapy is known to be followed by a decrease 
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in adrenal cortical activity, and thus may be a temporary factor in 
sterility. The pituitary activities are so inter-related with each other and 
with other glands, that almost anything causing a derangement of its 
function will be reflected elsewhere. The Sheehan syndrome has to be 
considered in cases of secondary sterility. Pituitary neoplasms and 
non-sexual gland over-stimulation may adversely affect estrogen and 
androgen production. 

Search must be made into other disorders that may directly or 
indirectly depress sexual gland activity. Excessive radiation in x-ray 
workers and those exposed to radio-active substances is an accepted 
etiological factor in sterility. Disturbances of hormonal metabolism as 
seen in liver disease and the chronic congestion of organs with the 
inadequate arterial circulation of congestive heart failure are frequently 
associated with amenorrhea and inadequate sperm counts. Many other 
pathological conditions with deranged body physiology are at times 
associated with sterility—whether as a coincident or causative agent is 
difficult to determine. 


The diagnostic studies for medical evaluation of sterility cases are 
multiple. However, no set of screening tests can be established. Routine 
laboratory procedures, as blood counts, sedimentation rate, urinalysis 
are a part of any complete examination. Basal metabolic studies, protein 
bound iodine determination, blood sugar, glucose tolerance curves, liver 
function tests will be required in some cases. Bio-assays of hormones, if 
more feasible, would add greatly to our knowledge of the subject, but 
from the practical point of view will seldom be mandatory tests. Enzyme 
determination may perhaps in future years be very important, but at the 
present time adds relatively little to the workup. 


The internist must be aware of all factors and the inter-relationship 
of factors if he is to contribute to the individual's problem of sterility. A 
very complete and exhaustive workup may reveal no significant abnor- 
malities, but the discovery of obscure conditions may make the time 
consumed a very fruitful experience. 


The discovery of many of the abnormal conditions will not produce 


fertility but will obviate further diagnostic procedures and perhaps add 
to our ever-growing knowledge of sterility. 
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Urological Aspects 
RicHarpD E, Stites, M.D. 


The function of the Catholic urologist in the management of appar- 
ently infertile marriages is two-fold. He is concerned primarily with the 
diagnosis of infertility or sterility in the male partner, and secondarily 
with the treatment of such abnormalities. In both these concerns, his 
medical enthusiasm is tempered by Catholic principles of morality. It is 
the purpose of this paper to describe how these objectives are achieved 
within the framework of a hospital out-patient clinic. 

Patients are usually referred by the obstetrical clinic or family 
physician, after at least superficial studies of the wife have been made 
and no obvious cause of infertility found. At this point it is frequently 
desirable to investigate the male partner, in an effort to determine his 
role, if any, in the etiology of the problem. 

When he is first seen, the husband's attitude may vary from genuine 
interest and enthusiasm, to polite skepticism, or ill-concealed antago- 
nism. A little time spent in establishing rapport at this point pays 
dividends later, not only to the urologist and referring physician, but 
also to the patient’s wife, whose repeated urging has frequently been 
necessary to get the patient to the clinic. For this reason, an effort is 
made to personalize each original interview at the clinic to avoid any 
impression of assembly-line tactics. At the same time, for consistency in 
record maintenance, a printed blank form is used, which has adequate 
space for entering the necessary historical, physical, and laboratory data. 

In addition to establishing the usual details of medical history, the 
patient is questioned concerning previous marriages or pregnancies, 
episodes of genital infection, especially gonorrhea, mumps orchitis, or 
epididymitis. Inquiry is also made concerning previous operations for 
hernia, cryptorchidism, hydrocele, or varicocele, or allied conditions. 
Detailed information concerning the use of tobacco, alcohol, and other 
drugs is sought, as well as facts concerning the patient’s occupation, 
with particular reference to his exposure to industrial poisons, x-ray, or 
other noxious agents. Finally, detailed information pertaining to the 
patient’s marital life is worth eliciting. It is surprising how much vari- 
ance there may be in the history obtained from the two partners on such 
fundamentals as potency and libido, frequency of intercourse, contra- 
ception, premature ejaculation, and so forth. 


General physical examination is then carried out, with particular 
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attention to the normal development of secondary sex characteristics, 
and especially the external genitalia. The majority of these patients are 
not hypogonadal from the endocrine standpoint. However, such impor- 
tant abnormailties as hypospadias, cryptorchidism, varicocele, hernia 
and hydrocele, to mention a few, may be demonstrated and their impor- 
tance evaluated. Careful physical evaluation of the testes and their 
adnexae, with thoughtful search for evidence of prior epididymitis, or 
vas deferens abnormalities is essential. Rectal examination, including 
palpation and massage of the prostate and seminal vesicles, is always 
carried out to detect associated pathology, usually of an inflammatory 
nature, in these vital structures. 

Routine laboratory studies include a urinalysis and inspection of the 
expressed prostatic secretion, a complete blood count and blood serology, 
and semen analysis. Material for the latter may be obtained by the use 
of Doyle's cervical spoon, or by the perforated condom technique.1 The 
material thus obtained is examined within a few hours and note is made 
of its volume, gross appearance, including color and viscosity, motility, 
including an estimate of its duration and vigor, and count, which is 
usually reported in number of sperm per cc. together with a percentage 
estimate of the number of abnormal forms. If significant abnormalities 
are noted, one or preferably two repeat examinations are made at inter- 
vals of one or two months to rule out temporary depression of sperma- 
togenesis by acute toxic influences. 

With the above information at hand the urologist can then venture 
a diagnosis. This is frequently best expressed as an opinion of the 
degree of fertility. For example, adequately fertile, relatively infertile, 
or sterile, together with the pathology present, and such etiologic factors 
as have been discovered. If the patient appears adequately fertile no 
treatment is indicated and further management of the couple is largely a 
problem for the wife's physician. 


If complete azoospermia is confirmed by repeated examinations, 
testicular biopsy, a simple, relatively painless out-patient procedure, is 
indicated, and if the pathologic examination discloses absent sperma-~ 
togenesis with permanent tubular damage, the case is hopeless. The 
patient is so informed and adoption is recommended. In this connection, 
an effort is made to emphasize for the patient the dual function of the 
male gonad, to impress on him that in spite of the lack of spermato- 
genesis, his androgenic production is normal, and consequently his 
virility. These men need some such reassurance at this time. Very 
occasionally, in the presence of azoospermia, testicular biopsy discloses 


1 For the moral status of this latter procedure, see footnot i i 
i e 3 of th 
Bie ee Se e concluding article 
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normal spermatogenesis, and search must then be made for some 
pathology in the vas or epididymis. An occasional such case may be 
suitable for epididymovasostomy in an effort to re-establish a patent 
duct system. 


Varying degrees of oligospermia, which arbitrarily is considered to 
be a count of less than 60 million per cc. may be encountered. The basal 
metabolic rate is determined for these patients, and if they have minus 
readings, thyroid is administered. With a normal metabolism, thyroid, 
although widely used, is probably of no value. When possible, testicular 
biopsies are also obtained in persistent oligospermic patients to correlate 
the degree of spermatogenic depression with the degree of oligospermia, 
as well as for scientific interest. 


Unfortunately, therapy directed at improving spermatogenesis per se 
is not very productive of results. Wherever indicated, surgical correc- 
tion of genital abnormalities is always recommended. General measures, 
which include consumption of a diet high in protein, minerals and vita- 
mins, adequate rest and exercise, the elimination of foci of infection, are 
certainly of some value. Such common spermatogenic depressants as 
jockey-type underwear or scrotal suspensories are eliminated. Occa- 
sional cases are treated by gonadotropis or testosterone. The latter has 
been reported to produce a complete azoospermia in oligospermic patients 
when administered over several weeks or months, followed by a rebound 
of spermatogenesis, after the drug has been withdrawn, to levels higher 
than before its administration. This rebound is apparently not consistent, 
and the recovery of spermatogenesis may require a period of a year or 
more. We are skeptical of its value and reserve it as a last resort for 
oligospermic patients when all else has failed. 


The Catholic urologist, then, has a definite place in the diagnosis 
and treatment of the male partner of apparently infertile marriages. 
Such a function can be closely integrated with the obstetrician or gyn~- 
ecologist in the operation of a fertility clinic. Not the least function of 
such a clinic is the protection of Catholic patients from the immoral 
techniques and practices to which they will not infrequently be exposed 
by clinics or physicians who do not consider themselves limited in their 
investigative or therapeutic enthusiasm by established principles of 
morality. These unhappy couples have high motivation for the most 
part, and accept without question, usually, whatever is recommended to 
them by the medical authority to whom they have entrusted their 
problem. The Catholic urologist and gynecologist, operating in unison 
in the management of a fertility clinic, can offer much to such people. 
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Psychiatric Problems 
Puitip Quinn, M.D. 


Great advances in medical progress have been made during the first 
half of this century. This progress has been speeded with the develop- 
ment of the various specialties, but while this was all going on, there 
was some tendency to lose sight of the patient as a whole. During the 
past ten years, however, there has been an increasing awareness of this 
concept and particularly concerning the influence of the emotions on 
somatic disturbances. As a result, psychosomatic medicine has evolved 
which is a specialty interested in the influences that the emotions have 
upon the body itself. 

Special attention is now being given to the problem of sterility or 
infertility. This condition can be defined as the inability to conceive and 
is classified as either organic or functional. It is the psychogenic or 
functional sterility, where no pathology or organic disfunction can be 
demonstrated, that interests the psychiatrist. The theory that conception 
is subject to emotional influences is nothing new, for even in ancient days 
incantations were used by primitive people with some success to relieve 
a sterile state. The female genital tract was once described as the most 
hysterical portion of a woman's anatomy. It is under both a hormonal 
and nervous control, a fact which was for a long while forgotten by the 
researchers in the field of sterility. Anxiety modifies salivary and gastric 
secretions so that it is not surprising that upset emotional conditions may 
adversely affect the chemical and physiological properties of the repro- 
ductive organs. For example, instances of conception are frequent shortly 
after a married couple has started adoption procedures. Many career 
women who have never been pregnant conceive shortly after they decide 
to leave the business world. There are many such examples existing 
which point to alterations in endocrine and reproductive processes direct- 
ly attributable to emotional disturbances. With shifts in a patient's mood, 
one sees various combinations of menstrual irregularities. Amenorrhea 
is a frequent symptom in a depressed state while anxieties or worries 
may produce irregular or prolonged cycles. It is the experience of 
doctors working in the psychosomatic field that rarely is there a patient 
with a functional type of infertility who does not demonstrate some 
primary emotional conflict. This does not imply, however, that a patient 
with such a problem need necessarily be overtly neurotic, psychotic, etc. 
It is sufficient that there be certain subconscious or unconscious emo- 
tional stresses, tensions, or conflicts. Almost uniformly, women who 
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have been unable to become pregnant disclose after investigation an 
abundance of tension-provoking stimuli. 


Many of our leading medical centers have given considerable analy- 
sis to the problem of sterility and emphasize the importance of determin- 
ing how the patient is reacting to the question of pregnancy. And how 
a patient reacts is dependent on a multiplicity of factors—her relation- 
ship to her parents, brothers and sisters, husband, associates, neighbors; 
and whether she is influenced by threats of financial insecurity, house- 
hold problems, loss of freedom, companionship, etc. Sufficient data is 
accumulated so that a psychogram or infertility profile is often in use. 
This profile includes data involving: 1) the motivation for pregnancy; 
2) menstrual history; 3) marital history; 4) family background, and 5) 
personality structure. Frequently these women have an unconscious 
motivation for achieving pregnancy which is actually other than the 
desire to bear a child. They are motivated by unconscious reasons such 
as their wish to satisfy the hopes of the husband, or to be like other 
girls, etc., and actually fear the responsibilities of bearing and raising a 
baby. Many hints as to the underlying emotional problems can be dis- 
covered in obtaining adequate menstrual and marital history. Disturbed 
menstrual cycles are pronounced in this group and relative or real 
frigidity is the rule rather than the exception. As stated previously, the 
family background is the predeterminant in the scheme of psychosexual 
development. Analysis of groups of sterile women has revealed that 
infertility may be serving as a protective device against what uncon- 
sciously are thought to be the dangers and overwhelming obligations 
of motherhood. 


There are certain broad patterns into which such women can be 
classified. These are as yet mostly descriptive. For example, there is the 
dependent type of female whose dependency-needs are unconsciously 
threatened by the demands of the new-born. On the other hand, the 
aggressive, competitive, ambitious woman does not fear the child itself 
but fears the intrusion and limitations of activities that a baby may 
enforce upon her. These are but a few of the many problems which the 
psychiatrist must consider when attempting to understand and help to 
solve the problem of psychogenic infertility. 

It might also be pointed out that this condition being discussed is not 
limited entirely to the female. The male undoubtedly plays an important 
role, but investigation to date in the sphere of masculine functional dis- 
turbances has been rather neglected. 

If the difficulty is due to a psychic disorder, therapy along psycho- 
therapeutic lines should be started. Ventilation is important. The patient 


52 THE LINACRE QUARTERLY 


should be able to discuss her fears and anxieties with a physician who 
demonstrates to her the interest and understanding needed. It is fre- 
quently noticed that following one such visit, the anxiety is allayed and 
the patient becomes pregnant before the next visit. Confidence must be 
instilled, and once the psychic origin of the trouble has been determined, 
there should be minimization of involved laboratory procedures, etc., 
which in themselves frequently exaggerate the existing anxiety. Sex 
instruction for both partners is often important along with creation of 
newer and wider outside interests. 

If, however, the fundamental emotional problem lies deep within the 
unconscious, then psychotherapy in a psychiatric clinic should be 
instituted. 

It is not the purpose here to discuss the more involved dynamics and 
therapeutic approaches, but rather it is intended to introduce the concept 
of psychical influences into the study and investigations of the problem 
of infertility. 
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Some Moral Phases of Infertility Problems 


Joun J. Lyncu, SJ. 


Professor of Moral Theology 
Weston College, Weston, Mass. 


[The moralist’s contribution to a symposium on fertility 
aids cannot at this date profess to be entirely original. 
Most of the ethical problems inherent in the subject have 
long since been discussed by the most competent of theo- 
logians, whose resultant conclusions will continue to be 
recognized as standard until such time as either the 
advance of medical science creates substantially new 
moral problems in the field or the Church sees fit to 
resolve certain remnants of doubt which she alone can 
clarify authentically. However, in order to provide for 
doctors the convenience of having within a single volume 
both the medical and moral data pertinent to the subject, it 
has been suggested that this series conclude with a synop- 
sis of its principal moral aspects, together with references 
to the more readily accessible literature which treats those 
ethical phases at greater length. That is the primary 
raison d étre of the comments to follow. | 


Confronted with the fact of a barren marriage, the partners to which 
are desirous of offspring, the physician must conjure with a problem 
which is potentially as complex morally as it is medically. As diagnos- 
tician he must first ascertain the cause(s) of infertility; and thorough 
investigation to that end often necessitates procurement and examination 
of the male sperm. How may medically satisfactory seminal specimens 
be obtained without prejudice to the law of chastity? With that hurdle 
cleared, and on the supposition that sperm fertility is established, the 
more complicated process of discovering female generative deficiencies 
may not be entirely void of moral question marks, at least in cases 
involving surgery or other diagnostic techniques which might be classi- 
fied as notably dangerous according to medical standards. And finally 
as therapist, the physician must choose corrective measures with due 
regard for any surgical risk entailed and mindful of moral teaching on 
the question of artificial insemination. Those are the generic moral 
sroblems which suggest themselves immediately upon any mention of 
fertility aids; and while the major issues of male sterility tests and 
artificial insemination have been thoroughly aired by moralists, especially 
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in more recent years, a summary of their conclusions may not be entirely 
superfluous here. 


MALE STERILITY TESTS 


[For a doctor's purpose, perhaps the most satisfactory 
expression of moral teaching on the subject of both male 
sterility tests and artificial insemination is that of Fr. 
Gerald Kelly, S.J., in MEDICO-MORAL PROBLEMS (II, pp. 
14-22), a series, incidentally, which should be a staple in 
every Catholic doctor's library.! I refer to it as most 
satisfactory for several reasons: it is most conveniently 
available to medical men; it is concise and eminently clear; 
and it confines itself chiefly to reasoned conclusions with- 
out confusing the practical medico-moral issue with the 
speculative controversies of theologians. (Important as 
those controversies may be to ourselves, they are under- 
standably of minor interest to the physician.) The bibli- 
ography appended to this article of Fr. Kelly's provides 
ample reading matter for anyone interested in pursuing 
the moral questions further. The following outline is based 
largely on his presentation. | 


Once semen has been licitly obtained, there is no ethical objection to 
whatever standard tests may be necessary to determine its fertility. 
Prescinding momentarily from the medical impracticality of some means 
of procuring sperm, we can speak in general of (1) methods which are : 
certainly illicit, (2) those which are certainly licit, and (3) those which 
are probably licit and which therefore may in good conscience be 
employed until such time as theologians may prove them to be certainly 
unlawful or the Church declares them so.2 


(1) Certainly Illicit are those methods of procuring semen which , 
require intentional excitation of the generative faculty in any 
act other than natural intercourse (between husband and wife) 
consummated intravaginally. Hence the following possibilities are 


NOT permissible: 


'The 4-volume set, plus Code of Ethical and Religious Directives for Catholic 
Hospitals, may be obtained from Catholic Hospital Association, 1438 So. Grand 
Blvd., St. Louis 4, Mo. ($2). 


“It is not a theological lyric leap from “probably licit’” to “certainly permissible in 
practice.’’ Moral obligation to act in a certain way necessarily presupposes certainty 
that the contrary mode of action is illicit, Hence a moralist cannot legitimately say, - 

You must not use this or that fertility test," until all genuine objective probability 
alleged for {34 lawfulness of that procedure has been validly disproven. (CE. Kelly, 
Op eit, D, LD: 


id 
or 


THE LINACRE QUARTERLY 


a) masturbation; 
b) intercourse which involves the use of an intact condom, or a 
vaginal sheath equivalent to a condom; 


c) intercourse which terminates in extravaginal semination. 


Because Catholic doctors generally are not inclined to question the 
immorality of these practices, it seems unnecessary to substantiate 
the above statement except by reference to Fr. Kelly (op. cit., p. 
15) and the explanation presented there. 


(2) Certainly Licit are those methods of procuring semen which 
either are subsequent to unintended excitation of the generative 
faculty, or which follow upon natural intercourse (between husband 
and wife) consummated intravaginally and do not notably interfere 
with natural post-coital spermigration. Therefore the following 
possibilities are certainly lawful, although not all of them would 
appeal to the doctor as being medically practical: 


a) semen obtained as the result of spontaneous or involuntary 
emission; 

b) extraction of seminal remnants from the vagina about an hour 
after normal conjugal intercourse: 

c) expression from the male urethra of semen remaining there 
after the completion of normal conjugal intercourse; 

d) collection of sperm, which would otherwise be lost, in a 
vaginal cup which is inserted into the vagina after marital 
relations. 


(3) Probably Licit, and hence permissible until proven certainly wrong 
either by irrefutable theological reasoning or by future ecclesi- 
astical pronouncement, are those methods which either do not 
involve excitation of the generative faculty, or which interfere 
only to some negligible extent with natural post-coital spermigra- 
tion. Accordingly the following are probably objectively licit, and 
in practice would certainly be permissible as of now: 

a) collection of semen, during marital intercourse, in a condom 
so perforated as to allow passage of most sperm while retain- 
ing sufficient for laboratory tests;* 


3 See above, p. 48. Even though some excellent theologians defend the lawfulness of 
so procuring seminal specimens (cf. Kelly, op. cit., pp. 15-16), all doubtlessly would 
advise against the perforated condom technique. As Fr. Kelly notes, the danger is 
that people will misunderstand, i. e. either suspect the doctor of suggesting some- 
thing immoral, or get the mistaken impression that an exception is being made to the 
natural law prohibition against contraceptive devices. 
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b) removal of a seminal sample from the vagina very soon after 
conjugal relations; 
c) direct aspiration of sperm from testicles or epididymes. 


Note that in the second and third categories of the preceding outline 
(2b and 3b) a distinction is made between a seminal sample extracted 
from the vagina about an hour after normal intercourse, and one which 
would be so obtained within a substantially shorter period. The first 
method is declared to be certainly licit when legitimate reason prompts 
it; and the vast majority, if not all, of theologians have long agreed with 
that conclusion. The latter method, however, has not been so clearly 
evident as lawful, and many moralists would be inclined to argue against 
the morality of the practice. This insistence on a time interval is not an 
instance of theological hair-splitting, but only a conscientious attempt to 
abide by the prime principle that deliberate interference with natural 
post-coital processes is morally reprehensible. It is only on condition that 
nature be left substantially unimpeded in the normal process of spermi- 
gration that moral theology can countenance any method of semen 
sampling after coitus. 


Here is another instance where moralists are dependent on medical 
data for their own practical conclusions. Is migration of sperm notably 
impeded if, very soon after intercourse, an amount of ejaculate sufficient 
for testing purposes is extracted from the vagina? Up to recent times, 
moralists generally had been given to understand that only after the 
lapse of an hour or so from the time of coitus could fair certainty be had 
that spermigration to the cervix had been substantially completed to the 
degree which nature intends. For that reason many have been unwilling, 
or at least very reluctant, to sanction any removal of semen within a 
markedly shorter period, lest chances of fecundation be thereby notably 
lessened and the sampling thus qualify as interference with natural 
post-coital processes. However, it may be that more recent and more 
exact medical evidence now calls for a revision of the moralists’ estimate 
of the minimum time interval required between deposition of sperm in 
the vagina and removal of semen for fertility tests. 

For it seems to have been established that sperm deposited in the 
acid vagina will normally die there rather quickly unless contact is made 
with the alkaline cervical mucus. 
normal intercourse 80% of the sperm do for that r 
vaginally, and that it is the vanguard 20% upon whi 


‘ 
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minutes more sperm will have penetrated the cervix than would ordi- 
narily ever survive the vaginal acid bath in normal circumstances. That 
appears to be the basic principle underlying the cervical spoon;* and if 
the theory is medically sound, there seems to be no theological reason 
for insisting upon an hour’s interval before allowing the spoon to be 
withdrawn and its residual contents subjected to fertility tests. 


The crux of the practical moral question in this instance is a point of 
medical fact. It would be hard to find valid moral objection to seminal 
sampling which does not interfere substantially with the degree of 
spermigration normally intended by nature. And it is the prerogative of 
conscientious physicians to demonstrate that withdrawal of seminal rem- 


nants, even relatively soon after intercourse, can satisfy that condition. 
* * * * * * * * * 


One brief concluding word on testicular biopsy as a sterility test. 
The reason for mentioning this procedure is not to cast doubt upon its 
moral permissibility, but merely to state expressly that there appears to 
be no particular moral problem involved in the technique. Its sole 
purpose and effect would seem to be the removal of a relatively minute 
specimen of testicular tissue in order to determine possible spermatogenic 
defects. No reason occurs for even suspecting its lawfulness; nor has 
any moralist, to this writer’s knowledge, ever questioned the procedure. 


DIAGNOSIS OF FEMALE STERILITY 


Ordinarily in manuals of medical ethics, discussion of sterility tests 
is restricted to the question of seminal specimens, and the diagnosis of 
female sterility is more often than not passed over in silence. For it is a 
fact, scarcely deserving of more than passing statement, that no particu- 
lar moral problem attaches to what gynecologists probably consider 
routine diagnostic procedures in this field, such as cervical smears, tubal 
insufflation, endometrial biopsies, etc. (with emphasis, however, on the 
caution mentioned by Dr. Doyle with regard to the last procedure).® And 

there the case might also rest in this discussion if it were not for a doubt, 

conceived not by theologians but by some doctors, with regard to the 
more recent use of culdoscopy and/or culdotomy in the diagnosis and 
correction of infertility in women. 

If I understand correctly both procedures, culdoscopy entails a 
simple puncture of the vaginal wall sufficient to allow introduction of the 
culdoscope into the peritoneal cavity where ovarian structure and 


4 See above, pp. 40 and 41. 

5“... unless the patient has been instructed not to attempt pregnancy that month, it 
is best to wait for the first day of the cycle to avoid interruption of a pregnancy 
(by endometrial biopsy). Cf. above, p. 44. 
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activity may be observed to some limited degree. Culdotomy requires a 
more extensive vaginal incision, and permits more complete investigation 
of the same area with or without the aid of a telescope. It has the sur- 
gical advantage, I am informed, of being a careful, layer-by-layer 
dissection after the pelvic cavity has been identified by aspirating peri- 
toneal fluid with a hollow needle. 


One impression resulting from inquiries made of doctors is that of a 
certain lack of enthusiasm on the part of some for either culdoscopy or 
culdotomy as a means of detecting functional generative deficiencies. 
Their chief difficulty appears to be the surgical risk entailed; and they 
allege, for instance, the fact that the puncture of the vaginal wall 
required for culdoscopy is a blind one, in which miscalculation can result 
in serious damage to internal organs, e. g. in perforation of the bowel. 


According to the testimony of other doctors, those risks simply do 
not exist to any degree worthy of medical note when an experienced 
operator is performing. In fact, preference for culdotomy is not infre- 
quently expressed in terms of its relative simplicity and greater safety as 
compared with laparotomy. 


Now if and when such differences of medical opinion exist, the 
moralist as such is not qualified to settle them. If he finds that doctors 
themselves are as yet unable to agree completely on a question of 
surgical risk, then not only is he ineligible as a medical arbiter, but he is 
also unable to give an unqualified moral decision until the surgical 
question is settled to the satisfaction of doctors themselves. Jf therefore 
legitimate medical doubt, on grounds of surgical risk, can be cast upon 
culdotomy in this connection, the moralist must first make these conces- 
sions to reality: 


1) The individual doctor is infinitely more capable than the theolo- 
gian of calculating surgical risk; and no reputable physician would 
wantonly ignore the element of possible danger or fail to take adequate 
precaution against it; 

2) certain doctors may develop such skill in performing operations 
which other doctors would hesitate to attempt, that at the hands of the 
former the element of danger is perhaps so minimized as to be practi- 
cally negligible; 

3) such a doctor is fully justified in calculating risk, or the lack of 
it, in the light of his own personal experience and technical proficiency. 


With these points in mind, a conditioned moral solution can be given 
which should prove acceptable to any extant school of medical thought 
on the question of surgical diagnosis of female infertility: 
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1) If no notable risk can be prudently anticipated, there is no moral 
problem. 


2) If medically notable risk can be legitimately alleged, then it is up 
to the prudent doctor to decide whether, in view of his own experience 
and proficiency, his choice of such a procedure is medically sound. A 
medically prudent decision will of necessity be a morally good decision. 

Doctors will doubtlessly agree quite readily that explicit consent of 
the patient should be had if, either according to medical standards or in 
the patient's estimation, any contemplated treatment would be properly 
termed very unusual. And that consent should be based on at least a 
general understanding on the patient's part of what the treatment 
entails. It is a cardinal principle of both medicine and morals that ‘‘the 
physician has no other rights over the patient than those which the latter 
gives him explicitly or implicitly and tacitly,’’6 and permission to use very 
unusual measures cannot ordinarily be presumed. Doctors will also, of 
course, be careful not to give a patient the impression that she is in any 
way obliged to take what she may consider extraordinary measures in 
order to discover or to correct organic disorders of a generative nature. 
But apart from those routine cautions, recognized to be part and parcel 
of any good doctor's habitual way of thinking and acting, the principle 
stated above represents the moral state of the question as it presently 
stands. Granted a good probability of achieving a worthwhile result, 
together with the patient’s knowledgeable consent to a medically prudent 
procedure, it is extremely unlikely that any moralist would challenge a 
conscientious doctor's decision to employ culdoscopy or culdotomy when 
lesser diagnostic measures have proven ineffective. 


ARTIFICIAL INSEMINATION 


[For the theological evolution of this question, see Fr. 
Kelly's article already cited, and the bibliography there 
provided. | . 


ASSING from the diagnostic to the therapeutic phase of sterility 
Prrebiems the basic moral question first encountered is that of 
artificial insemination, which is now well established in some medi- 
cal quarters as a standard corrective for some failures to conceive.‘ 
Catholic doctors generally are already quite aware that moral theology 


6 Pope Pius XII, Allocution to First International Congress on the Histopathology 
of the Nervous System, Sept. 1952. The entire text of this discourse was printed in 
translation in LINACRE QUARTERLY, Nov. 1952, g.v., p. 101. 


7 For some rather significant complications involved in donor insemination, see a 


report from Denmark in JAMA, 154: 779. 
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definitely precludes from their armamentarium any artificial insemination 
truly worthy of the name; and they are also familiar with the statement 
of Pius XII which now provides the standard theological reference on 
the subject.8 A brief summary of that papal pronouncement will more 
than suffice for our purposes here. 

Explicit in the Pope’s treatment of this question (which he discussed 
at the express request of the physicians in attendance at the time) was 
a confirmation of traditional theological teaching regarding the immo- 
rality of all “donor insemination’’ and of any artificial fecundation 
achieved with semen obtained by immoral methods. Scarcely ever had 
there been less than unanimous agreement among moralists that these 
forms of insemination could not be reconciled with natural law princi- 
ples; and hence from the beginning informed and conscientious Catholic 
doctors had rejected them. But then His Holiness took up a phase of 
the question which previously had been open to debate, and by implica- 
tion apparently resolved a doubt which had been discussed by moralists 
for some thirty years.? His statement regarding “new methods’ of 
insemination has since induced moralists to conclude that only through 
the medium of natural coitus can human procreation be licitly effected— 
‘an opinion which the majority had maintained even prior to the pro- 
nouncement. Hence the minority, who had previously held as probably 
licit the artificial impregnation of a wife with semen legitimately obtained 
from her husband independently of intercourse, now find reason to 
believe that their opinion was contradicted in the papal allocution. No 
theologian to my knowledge has since questioned that interpretation of 
the words of Pius, while many have explicitly avowed it. 

As a result we are left with only one form of insemination which 
moralists would not be inclined to question and which, by any legitimate 
extension of the word, could be termed “‘artificial.’’ This method presup- 
poses always, in accordance with the allocution, natural coitus and 
intravaginal semination. Then by some such artificial means as the 
cervical spoon, spermigration is facilitated by providing easier passage 
for semen into the cervix. It is not hard to see how limited are the 
practical possibilities of this form of insemination, and why one repre- 
sentative group of American moralists agreed soon after the allocution 


8 Allocution to Fourth International Convention of Catholic Physicians, Sept. 1949. 
For an English translation of the entire address, see LINACRE QUARTERLY, 
Oct. 1949, pp. 1-6. 

®”Although one may not exclude ‘a priori’ the use of new methods simply on the 
grounds that they are new, nevertheless, artificial insemination is not just something 
to be regarded with extreme reserve, but it must be utterly rejected. With such a 
pronouncement, one does not necessarily proscribe the use of certain artificial meth- 
ods intended simply either to facilitate the natural act or to enable the natural act 
effected in a normal manner, to attain its end’’—LQ, loc. cit., Paros 
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that “assisted insemination’ would more aptly describe such a process, 
while the term “artificial” would better be reserved for the forbidden 
forms of fecundation. This same group, incidentally, also agreed (with- 
out exception, unless memory fails) that this use of the cervical spoon 
as a means of facilitating conception after normal coitus is entirely 
compatible with the statement of Pius XII. And apparently it represents 
a most practical medical means of protecting the seminal pool from 
vaginal acidity and of providing optimal conditions for spermigration. 


PSYCHOTHERAPY OF INFERTILITY 


If there had previously been any doubt among doctors as to the 
Church’s stand on general psychotherapeutic methods, it should certain- 
ly have been dispelled by Fr. John C. Ford’s thoughtful and informative 
article reprinted in LINACRE QUARTERLY, August, 1953.19 Any 
attempt to summarize his entire treatment of the question would exceed 
the limits of the present discussion; but doctors might find it profitable 
to read or re-read it with the following points especially in mind: 


1) There is no essential incompatibility between psychotherapy and 
morality. Doctors may rest assured that we do not consider the psychia- 
trist to be engaged in a morally shady business, and that we do not 
discourage from seeking proper psychiatric treatment those of the 
faithful who may seem to require it. 

2) Among the dangers to be recognized and avoided in psycho- 
analytical treatment of sterility problems is that involved in any discus- 
sion concerning the intimacies of another's conjugal life. As a profes- 
sional man, the doctor will have schooled himself to a clinical attitude 
towards sexual details. Nevertheless, he should not allow himself to 
forget that the subject remains an essentially delicate one which can be 
disturbing in various ways for his patients. Hence a Christian reverence 
for matters sexual should habitually constitute an integral part of his 
professional attitude in this sphere. 


3) This does not mean, however, that the subject of sex must be 
excluded from the psychiatric interview. Moralists do not have to be 
convinced of the existence of infertility problems which are totally or 
partially psychological; nor of the necessity of attacking those problems 
at their psychological roots; nor of the competency of Christian psychol- 
ogy to cope with them. And nobody is more willing than ourselves to 
defer in this matter to the doctor whose professional skill is further 


10John C. Ford, S.J., “May Catholics Be Psychoanalyzed?”. This article first 
appeared in THE VINCENTIAN, April, 1953. : 
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enhanced by recognition of and respect for truly Christian attitudes 
towards the functions of sex. 

With those generic points in mind, what specifically Catholic contri- 
bution can be made towards the satisfactory solution of this type of 
problem as encountered in the infertility clinic? It is but stating the 
obvious to assert that many of our young Catholic people approach and 
enter marriage with a totally inadequate concept of its physical impli- 
cations. But it is an infinitely sadder fact that they are even more likely 
to be unaware of the intimate relationship of physical to spiritual. 
Without pretense of more than a gentleman's reading knowledge of 
psychiatry as such, it can be safely said that among our married people 
many maladjustments to matters sexual are traceable to a poorly 
educated conscience which erroneously regards and regrets the physical 
side of conjugal life as something less than virtuous. Call the result a 
guilt complex or what you will—the symptoms are unmistakable and 
the diagnosis is substantially the same whether made by priest or 
psychologist. 

Proper sex instruction for some such individuals is important; and 
all too often it is the doctor who must assume the duty of imparting it, 
either to avert marital tragedy or in an attempt to repair it. But if 
physical details alone were always sufficient, the Catholic doctor could 
claim no special competence, by mere reason of his faith, as a therapist 
in this field. The fact of the matter is that, to a Catholic conscience 
improperly educated, those details alone may sometimes be psychologi- 


cally harmful, unless they are enhanced by reference to the Christian — 


concept of marriage and thus revealed in their true dignity and sub- 
limity. Granted the fact of a Catholic conscience as yet unadjusted, or 
maladjusted, to the physical aspects of conjugal life, proper spiritual 
education is but a corollary of sound psychology. Here is an area where 
not only the professed psychiatrist but the Catholic doctor in general 
has a tremendous opportunity for good, both medical and spiritual—and, 
one might add, a tremendous responsibility. For too often, in the regret- 
table defect of proper instruction from other sources, he alone is in a 
position to detect the individual need for enlightenment and to supply it. 


It may well be that a Catholic physician, despite personal awareness 
and appreciation of the Christian design for sex and marriage, will find 
himself less than fluent when he attempts to convey those convictions to 
others. Yet there is no insoluble reason why any doctor, who is suffi- 
ciently articulate to conduct successfully the purely medical affairs of 
his office, should be less than capable in this regard. Without professing 
to have discovered a panacea for this species of timidity, I would suggest 
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that any physician who is not already acquainted with the Christopher 
Recordings on Sex Instruction would find eminently profitable the thirty 
minutes required to hear them. Produced originally as guides for parents 
in the sex instruction of their children, they consist of four dramatized 
scenes in which father or mother, or both, undertake to give suitable and 
adequate answers to a child’s natural curiosity concerning the origin of 
babies, menstruation, problems of adolescent boyhood, and the marriage 
union. Doctors may benefit from them in two respects: they reveal the 
ease and naturalness with which sexual functions can be realistically but 
reverently explained in their essentially Christian context; and, inci- 
dentally, they might also serve as a demonstration in the art of expres- 
sing anatomical data accurately in a language easily understood by the 
layman—in this case, even by a child. (It was the dean of a state 
medical school who, during a public lecture, was once interrupted by the 
physician chairman with the admonition, ‘Please put that into English 
for the audience, Doctor.’’) The records are available either in a single 
LP ($1.50) or in four standard disks ($3) from The Christophers, 
18 E. 48th St., New York 17, N. Y. In the opinion of many well 
qualified to judge, they provide the best available means of demonstrat- 
ing an ideal way of truly educating others, either children or uninformed 
adults, in the divine plan of procreation. i 
Another recommendation which seems a propos is a series of articles 
in GP by Ian P. Stevenson, M.D., Associate Professor in Neuropsy- 
chiatry and Medicine at Louisiana State University School of Medi- 
cine.11 The basic supposition which inspired the series is the doctor's 
conviction that any medical practitioner must, can, and does give effec- 
tive psychotherapy to many of his patients in the course of his ordinary 
work. His remarks, therefore, are directed to general practitioners and 
to specialists in fields other than psychiatry, all of whom should find 
much that is informative and reassuring in what strikes even the unpro- 
fessional eye as a deal of eminently good sense and sound psychology. 
Applied to the psychological problems which almost any doctor is likely 
to encounter in patients with infertility complaints, the basic techniques 
discussed by Dr. Stevenson should prove immensely helpful to the phy- 
sician whose preferences have not led him to specialize in psychotherapy. 
In fact, professors of pastoral theology, if they are listening in, might 
find in these articles impressive corroboration of many of the practical 
principles and suggestions commonly proposed to future confessors. 


11 GP, Dec. 1952, pp. 57-63; Jan. 1953, pp. 69-79; Jan. 1954, pp. 69-75; for pertinent 
editorial comment, see p. 34 of the Jan. 1954 issue. 
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Book Review 


Fundamental Psychiatry 


Joun R. Cavanacu, B.S., M.D., F.A.C.P., K.S.G. AND 
James B. McGorprick, S.J., M.A., S.T.D., Ph.D. 


Review by William J. Devlin, S.J., A.B. M.A., Ph.L., 

M.S.S.W.,’Ph.D., M.D. 
R. CAVANAGH, a practicing psychiatrist, and Father McGoldrick, 
1D a Jesuit priest and psychologist, have co-authored this text 
because of ‘‘a definite and pressing need for an organized 
presentation of psychiatric studies which is duly based on the full and 
adequate picture of human nature.’ Their ‘‘point of view established 
and maintained throughout this text is not the materialistic deification of 
the soma, it is not the Neo-platonic scorning of all matter; it is rather 
the middle course established long ago by the Aristotelico-Thomistic 
fusion of matter and spirit in man into one complete, bewildering, 

complex, dynamic reality, the human person.” 


The book is divided into seven parts; an introductory chapter details 
the extent of mental disorders, describes and attempts a definition of 
the normal personality. Part (2) considers the psychogenic nature and 
etiology of psychiatric disorders. Among the latter are intellectual 
habits, emotional factors, volition, heredity, occasions and conditions. 
Also included in this chapter is the authors’ concept of marginal con- 
sciousness, as a substitute for the repressed unconscious of Freud. The 
psychiatric history and mental examination make up the elements of 
Part (3). There follows one chapter on the psychoneuroses and the 
general principles of their treatment; another on the psychoses, both 
functional and organic; and a final one on the borderlands of psychiatry, 
wherein the psychopathic personality, epilepsy, mental deficiency, dis- 
turbances of sex and homosexuality are considered. Part (7) the conclu- 


sion, depicts the relationship between psychiatry, philosophy and reli- | 


gion. A twelve page glossary containing explanations of 250 psychiatric 
terms is appended to the text. The book is well written and adequately 
edited. 
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_ In general, Fundamental Psychiatry has not achieved its basic 
purpose of an organized presentation of psychiatric studies based on the 
full and adequate picture of human nature as established by the Aristo- 
telico-Thomistic fusion of matter and spirit in man into one complete, 
bewildering, complex, dynamic reality, the human person. Man is a 
unity, an unum per se, composed of matter and spirit, but primarily a 
unity, in essence, in nature, and in action. Psychiatry’s fundamental 
interest is to understand and comprehend first man’s unity in essence, 
nature and action, and secondly, the interaction of the various activated 
potentialities within that totality and unity. It is only by first under- 
standing the unity of man in essence, nature and action that psychiatry 
will begin to comprehend this complete, complex, bewildering, dynamic 
reality known as man. But this unity of man can never be perceived 
clearly or fundamentally from the viewpoint of man’s efficient causality 
but only from the viewpoint of his final causality or teleological orienta- 
tion. The “dynamic” part of man ultimately lies not in an efficient force 
but rather in a purposeful direction. This is the basic reason for the 
present popularity of psychoanalysis. It presents man as a simple unity: 
acting through the influence of the instincts, considered both as teleo- 
logical directors and causal effectors of all activity in man. Dr. Franz 
Alexander, director of the Chicago Psychoanalytic Institute, disclosed 
that it was psychoanalysis that brought teleology back to psychology. 
As Catholic philosophers, psychologists, and psychiatrists, we know that 
this psychoanalytic presentation is not enough but it does provide some 
sort of framework for the understanding of the basic personality of man, 
the genetic development of this personality, and its present dynamic 
status. It is true that the scholastic system of philosophy and psychology 
has in its possession the true and only wholly satisfying dynamic presen- 
tation of man, the unity in essence, nature and action, but this dynamic 
is only embryonically present in the scholastic system, and has never 
been worked through nor appeared in a book, neither in terms of its 
basic constituents nor in terms of man’s development from the moment 
of conception until death. Only when we understand dynamically the 
“unity” can we ever hope to understand the interaction of the various 
elements of this unity. If we have no guiding “unity”, we will have to 
resort to the questionable and time-consuming method suggested by the 
authors of analysing habits from a multiple point of view. 


With reference to specific topics treated in the text itself, the 
remarks that follow might take as their starting point the authors’ dis- 
cussion of the etiology of the neuroses. Perhaps nowhere else in the text 
do the authors approach more understandingly the emotional foundation 
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of mental disease than when they, in agreement with all psychiatrists, 
state the three pivotal points in the etiology of the neuroses: 1. the 
earliest days, weeks, months, and years (1-6) of the child's life are 
those in which the neuroses have their origin; 2. the pathological 
psychic habits of children are usually the result of anxious attempts to 
defend the ego against the inroads of insecurity and deflation; 3. adult 
neurotic symptoms take their tone, color, texture, and type from the 
early neurotic picture developed by the child.’ However, the authors 
themselves support their theory of the unconscious in the sense of 
marginal awareness or consciousness, as against the Freudian repressed 
unconscious, and add a fourth item: ‘‘Adult neuroses are built on the 
vague recollection of childhood traumatic experiences.” It is extremely 
difficult to understand how an adult can vaguely recollect the traumatic 
experiences of the first few weeks of life, because of which the child 
established faulty reaction patterns. Moreover, when severely pressed, 
the authors push their unconscious so far out to the uttermost margin of 
consciousness that one feels one has jumped over to the repressed 
unconscious of Freud. It is particularly disconcerting to us to read about 
the variant Catholic opinions on the unconscious. The only point of 
agreement seems to be that unconscious acts of knowing are an open 
contradiction, and with this we would agree. But there are also such 
things as early emotional experiences, directive of basic patterns of — 
perception and behavioral reaction which are quite apropos of the scho- 
lastic system, and, at the same time, truly unconscious mechanisms; it is _ 
timely for scholastic psychologists to get together, define an unconscious 
in the modern sense, and see where it fits into the scholastic system. 


In the light of the same three pivotal points it is impossible to 
comprehend the authors’ statement that all habits are initially free and 
deliberate, and that the individual at first willingly accepts the wrong 
devices, (i. e. defense mechanisms) of thinking, emoting, and acting. To 
say, as the authors do, that all habits are formed only through intelligent 
repetition is to beg the question. To say that the essential element in 
habit formation is not in the mere mechanical repetition of the act but 
in the assimilation of a value is true; i. e. we repeat an action because it 
has some value to us. But the value can be other than religious, moral, 
or intellectual, especially in early childhood; and the value need not be 
known intellectually nor is it. Aside from these difficulties, to admit the 
authors’ statement about habit formation is to uphold the moral theory 
of neurosis and psychosis; it would mean that every neurotic and 


psychotic individual is responsible and hence to be blamed for his 
mental status. 
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In the light of the same three pivotal points, it is also difficult to 
‘comprehend why the authors state that emotions always contain a 
rational element. Both Dom Verner Moore and Rudolph Allers state 
that for an emotional experience one need not suppose any higher 
activity than the vis cogitativa of St. Thomas—and this is a sensory 
ability. Animals have emotions without a rational element; infants and 
young children have emotions without the proven presence of the 
rational component. It is precisely these very irrational elements that 
constitute the particular problem behind the faulty reaction patterns, 
that are the particular area of endeavor and labor for the psychiatrist. It 
is because of these irrational components, so strongly and deeply rooted 
in the mentally-ill neurotic and psychotic, that psychiatrists eschew, in 
great part, the intellectual approach in treatment upheld by the authors. 
Since the negative emotions have arisen early in a person's life, psycho- 
therapy will be a long, drawn-out process if it is to achieve a basic 
reorientation and reorganization of the individual personality. It is true 
that in the case of a normal, mature, harmoniously developed individual, 
there is frequently found to be a rational component initiating his 
emotional experiences. That is why a normal mature person can be 
appealed to intellectually, can be stimulated by rational motives. On the 
other hand, common experience with neurotics and psychotics shows 
that this will not hold in their case. 

The authors have gone into great detail on the subject of defense 
mechanisms. Their approach to encouraging the patient to express 
feelings of hostility is particularly helpful in the treatment of the rigid, 
inhibited, scrupulous Catholic patient who most frequently becomes 
laden with excessive guilt following even the weakest expression of 
hostile feelings, especially if the feelings center around those remote 
“remnants” of the experiencing man. 

The concluding chapter on the relationship between psychiatry, 
philosophy, and religion is handled well, but we must ever remember 
that the suffering neurotic and psychotic is to be treated much like the 
suffering pagan. Our missionaries feed the pagans first, take care of 
their illnesses, then tell them of God; so our neurotics and psychotics— 
they are in dire need of kindness, understanding, acceptance, and 
patience which come from a human love in the first place, before they 
can rise to God their Maker and Greatest Benefactor. 


Fundamental Psychiatry 
published by 

Bruce Publishing Co. 

Milwaukee, Wis. 

Aug. 1953, pp. X-582, $5.50 
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THE GUILDS 
IN 
FOCUS 


increased by four. Late in January the New Haven Catholic 

Physicians’ Guild became affiliated. A report from Dr. Henry S. 
Milone, Secretary-Treasurer of the group, indicates that some two years 
ago a group of physicians began to meet monthly to discuss problems in 
Catholic medical ethics and interested Father John Knott, Director of 
Cana and associated conferences, to act as Moderator. Continuing and 
increasing interest was motive for inviting non-participating physicians 
to an organization meeting on St. Luke’s Day in 1953. This meeting 
launched the Guild. The following officers were elected: President, Dr. 
Michael Shea; Vice-President, Dr. Charles Flynn; Secretary-Treasurer, 
Dr. Henry S. Malone. Rev. John C. Knott is Spiritual Director. 


On March 3, the Catholic Physicians’ Guild of Houston, Texas 
became a member of the Federation. The officers of the Guild are: 
L. B. Zeis, M.D., President; John J. Jerabeck, M.D., Vice-President; 
J. Winston Morrison, M.D., Treasurer, and Clarence R. Martin, M.D., 
Secretary. Rev. Martin Lynch, C.S.B. is Chaplain. In addition to the 


Y in will note that the official list of affiliated Guilds has been 


members receiving LINACRE QUARTERLY, the Guild is making the — 


journal available to thirty Catholic medical students at Baylor Univer- 
sity School of Medicine. These students are also encouraged to attend 
the medico-moral lectures given by Father Lynch and are guests at the 
Communion Breakfasts of the group. A closed retreat for Guild members 
is planned for September. The “Historical Note’ at the close of the 
Guild’s Constitution we think sounds off the note that should be inspi- 
ration for all the endeavors of this group...and all other Guilds to 
dedicate their efforts to Our Lady in her Marian Year. 


“This Constitution and these By-Laws were approved and 
adopted at the first general meeting of the Catholic Physi- 
cians’ Guild of Houston on November 30, 1953. This 
same date, being the first day of the novena in honor of 
the Immaculate Conception of the Blessed Virgin Mary, 
in preparation for the beginning of the Marian Year of 
extraordinary jubilee, proclaimed by the reigning pontiff, 
Pius XII, places this Physicians’ Guild of Houston under 
the particular patronage and the special protection of the 
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Immaculate Heart of Mary and uniquely singles out each 
of its members as special clients of her maternal love and 
affection. Be it so resolved.” 

The third new Federation member is the Grand Rapids Catholic 
Physicians’ Guild. Officers are: President: Dr. Joseph McKenna; Vice- 
President: Dr. Joseph Lentini; Secretary-Treasurer: Dr. Stanley Mol- 
eski, and Chaplains: Rt. Rev. Raymond Sweeney and Rev. Ephraem 
Sitko, O.F.M. The present membership consists of the staff doctors of 
St. Mary’s Hospital, Grand Rapids. 

The Catholic Physicians’ Guild of Greater Fall River, Mass. is the 
fourth name to be added to our membership list. Officers are: President, 
Paul P. Dunn, M.D.; Vice-President, Daniel Mooney, M.D., and 
Secretary-Treasurer, John Manning, M.D. Rev. Daniel F. Shalloo is 
the Guild Moderator. We are advised that for their year’s activities a 
three-day retreat will be conducted in May. The annual meeting will 
be held in October for election of officers, formation of new committees, 
and a luncheon with guest speaker. There will be special observance of 
St. Luke’s Feast Day, October 18. Another regular meeting is scheduled 
for February with a luncheon and guest speaker. 

These four Guilds have all become affiliated since the first of the 
year. We wish them success in all their endeavors. 

a 

_ Interesting to note is the fact that Guilds other than those organized 
by our Catholic doctors are thriving and progressing with great zeal in 
apostolic endeavor for their professions. Recently the Central Office 
received a booklet entitled “Our Faith in Pharmacy.” It is published by 
the Druggists’ Guild of St. James, Diocese of Covington, Ky. With the 
same objectives in mind that prompt physicians to organize, the booklet 
gives a history of the Guild named for St. James who is the patron of 
druggists and then proceeds to enumerate the ideals in practice. The 
moral aspects of Pharmacy are discussed by Rev. E. H. Trimbur, the 
Guild’s Chaplain. Advice regarding the organization of a Druggists’ 
Guild and copy of the proposed Constitution and By-Laws are men- 
tioned in conclusion. 

A copy of the booklet is available by writing to the Druggists’ Guild 
of St. James, 119 W. 6th St., Covington, Ky. Catholic physicians and 
pharmacists who are members of several of our guilds would find it 
informative. 
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A year’s subscription to LINACRE QUARTERLY is on record for 

75 medical students at Boston College, the gift of the Guild of St. Luke 
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of Boston. The interest of our Guilds in distribution of our journal to 
those preparing for the medical profession is indeed edifying and they 
are certainly to be commended for this effort. 
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Dr. John J. Sevenants, Secretary of the Catholic Physicians’ Guild 
of LaCrosse, Wis. reports the Communion Breakfast and Meeting of 
that group in March. Rev. John J. Flanagan, S.J., our Editor and 
Executive Director of The Catholic Hospital Association, was guest 
speaker. The importance of the Catholic Physicians’ Guild to the 
community was emphasized by Father Flanagan and he urged the 
doctors to give generously and unselfishly of their talents. This Guild. 
too, is arranging for a retreat. In July the physicians and dentists of the 
diocese will have theirs at Holy Cross Seminary, LaCrosse. 

— 

The provisional programme of the International Congress of Cath- 
olic Doctors—Dublin, June 30-July 4, 1954 requests that the names of 
those who will attend be sent to the Secretary General for the Congress 
as early as possible. Contact your Guild President if you plan to attend. 
A copy of the programme with which a registration form is included 
was sent to him. 


Federation Executive Board Meeting Scheduled 


The Executive Board of the Federation of Catholic 
Physicians’ Guilds will meet at 9:30 a.m., June 23, 1954, at 
the St. Francis Hotel, San Francisco, California. 


The Board comprises the elective officers of the Federa- 
tion and one delegate from each active constituent Guild. 


Annual Meeting of Catholic Physicians 


The annual meeting for Catholic physicians will be held 
Wednesday, June 23, 1954. The occasion is sponsored by 
The Federation of Catholic Physicians’ Guilds but not neces- 
sarily limited to membership. All Catholic doctors are cor- 
dially invited to attend. 

The place—St. Francis Hotel, San Francisco. 

The time—12:30 p. m.—Luncheon. 

A short program will follow the luncheon. 


Mail your reservation to 1438 So. Grand Blvd., St. Louis 
4, Missouri. Luncheon ticket, $4.50. 
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your complete 


IRUBIN TEST 


jilirubin Test is fast (test in 15 sec- 
} needed), and dependable (no 
cute infectious hepatitis before 


rd 
soma a 


Re 


1. Add 10 drops of 2. Add 2 drops of 


urine. Fouchet’s Reagent. 


3. Match with color scale 
read results directly. 


Versatile—Use it anywhere, without spe- 

cial equipment...in doctor's office...in the 

laboratory...in patient's home... practical 
for mass screening. 


Sensitive — Determines concentrations 0.1 to 
10.0 mg percentage and over. Read directly 
from color scale. 


Reliable—No false positives. Results not ob- 
scured by presence of other pigments—no reaction 
to other urine constituents. 


A-2760 Franklin Bilirubin Test Kit Complete, 
Ready to Use. Includes 100 Tablets, Fouchet’s re- 
agent, Color Chart and Directions . . . each $6.75 


For laboratory use, tablets are available in quantity at 
quantity prices. 
Order from your Surgical Supply Dealer. 
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Last Reminder of the 6th International 
Congress of Catholic Doctors 


Dublin 
June 30 — July 4, 1954 


The Irish Guild of St. Luke, SS. Cosmas and Damian 
has organized the Congress. It is hoped that a large 
number of Catholic doctors from all parts of the 
world will participate whether they are members of 
Guilds or not. A cordial welcome is extended to all. 


THEME: Demography and Medical Practice 


Register with: 
Secretary General 
6th International Congress of Catholic Doctors 
Veritas House 
7 Lower Abbey St. 
Dublin, Ireland 


